INTRODUCTION
The surgical procedure for the removal of the gallbladder has been greatly influenced by the advent of laparoscopy. [1] Laparoscopic cholecystectomy has practically become the current gold standard for the removal of symptomatic gallbladders worldwide, rapidly gaining almost universal acceptance as it offers a safe and effective treatment for the majority of patients with symptomatic gallstones. [2] [3] [4] The advantages are clear and well established and these include much shorter hospital stay, decreased postoperative pain,
PATIENTS AND METHODS
All patients who underwent laparoscopic cholecystectomy, using four ports and Karl Storz laparoscopy tower, from October 2014 to April 2018, in the General Surgery Unit of Lagos University Teaching Hospital, Nigeria, were retrospectively analyzed. The study was approved by the Health Research and Ethics Committee of the Hospital. Data were retrieved from the medical records department as well as the surgical theater procedure register. The focus of the study was on patient demographics, duration of symptoms, indications for surgery, procedure performed, duration of surgery, length of hospital stay, and morbidity and mortality data.
Statistical analysis
The data were directly inputted into SPSS version 20.0 (Armonk, NY, USA: IBM Corp.), which was used for the statistical analysis. Continuous data are presented as the mean ± standard error of mean or median, whereas categorical data are presented as absolute or relative frequencies. The data are also presented as tables and graphs. In univariate analyses, the Mann-Whitney U-test was used to compare continuous variables, whereas Fisher's exact test or the Chi-square test was used to assess categorical variables. Two-tailed P ≤ 0.05 was considered statistically significant.
RESULTS
Laparoscopic cholecystectomy commenced at our center on October 15, 2014 and was performed by a faculty from another tertiary center in Southwest Nigeria. The second one was by a Nigerian surgeon in diaspora. All subsequent surgeries were performed by members of our unit except in one instance, during a workshop when a surgeon that was in diaspora was invited to perform the surgery. During the study period, a total of 33 laparoscopic cholecystectomies were performed; data for 32 patients were analyzed as available data for one of the patients were incomplete. There were 27 (84.4%) females and 5 (15.6%) males giving a male-to-female ratio of 5.4:1. The age range was from 9 to 78 years with a mean of 40.6 ± 2.9 years. The peak age of presentation was in the fourth decade. Figure 1 shows the age distribution of the patients.
The most common indication for laparoscopic cholecystectomy was biliary colic (symptomatic cholelithiasis) with sonographically demonstrable stones in 65.6% of patients. Other indications were calculous cholecystitis in 21.9% of patients and symptomatic cholelithiasis with a history of jaundice from suspected choledocholithiasis in 9.4% of patients; however, magnetic resonance cholangiopancreatography did not reveal bile duct stones in those suspected to have choledocholithiasis and mucocele of the gall bladder in 3%. Four patients (one-eight) also had sickle cell disease.
The duration of symptoms ranges from 5 days to 5 years and was not related to duration of surgery, hospital stay, or outcome.
Although a single obese patient who became physiologically unstable during the procedure had open re-operation about 48 h after the primary procedure, there was no other instance of conversion to open surgery. She developed hypotension during the procedure, and thus the procedure was hastened. She had laparotomy and repair of duodenal injury, which manifested in the postoperative period. There was no biliary injury during the procedures and no indication for common bile duct exploration. Most of the patients, 18 (56.3%), were discharged within 24 h with one done as day case, 10 (30.3%) within 48 h, and the rest were discharged later. The one done as day case was toward the end of the study period when our experience was improving. The longest duration of hospital stay was 14 days in the patient that was re-operated, but this was an outlier and also captured in the analysis of those who stayed for more than 24 h.
Patients were thus categorized into two groups: those who spent 24 h or less on admission postoperatively and those who spent more than 24 h. The mean duration of surgery for the first group (24 h or less on admission) was 179 min in contrast to a mean duration of 274 min for the second group. Independent t-test comparing the mean of the two groups was significant (t = −2.715, df = 18.729, and P = 0.014) [ Table 1 ]. We, thus, explored to find out the main factor for this difference.
The patients were also categorized into two groups of those operated during the earlier period of the study and those operated later. The mean duration of surgery for procedures performed in the latter half of the study revealed an approximately 20 min reduction.
The relationship between the duration of surgery and the duration of symptoms, when this bivariate analysis was done between these variables, was statistically significant (P = 0.006). Two patients (6.3%) had umbilical Table 2 ].
There was no other complication. There was no statistically significant correlation between obesity and complications [ Table 3 ]. Ninety-two percent of the histology that was retrieved revealed cholelithiasis with chronic cholecystitis. One revealed chronic cholecystitis with no stones. Follow-up of the patients, till date, has not identified any morbidity, and there was no mortality.
DISCUSSION
The most common indication for laparoscopic cholecystectomy in our study was calculous cholecystitis, similar to the findings in other studies, locally and globally. [1, 11, 13, 14] The number of cases in our study was low comparable to findings in other centers in Nigeria. [9, 11, 13] However, this is in contrast to findings in Europe, North and South America, and parts of Asia. [15] [16] [17] [18] This may be due to the difference in diet and easier access to health care in advanced economies. [17] A significant female preponderance (5.4:1) was observed comparable to the findings encountered in a series in Nigeria, West Africa, and worldwide. [1, 6, 11, 15, 19] This is due to the higher occurrence of gall bladder diseases in females. The age distribution was similar to those in other studies carried out in Nigeria and elsewhere with most patients presenting in the third to fifth decade with a mean age of 40.6 ± 2.9 years and a median of 36 years. [9, 11, 13, 16] In spite of the widespread practice of routine ultrasonography in identifying asymptomatic gall stones in sickle cell patients, 12.5% of our patients had sickle cell disease and were already symptomatic before presentation. This is contrary to the general consensus that this group should have elective procedure regardless of the absence of symptoms as they are at a greater risk for the development of complications. [1, 20] The mean duration of surgery was reduced in the second half of the study, most probably due to improving proficiency of the surgeons. It has been shown that as the laparoscopic teams become more experienced and proficient, the mean duration of surgery reduces. [19, 21] This should lead to the reduction in length of hospital stay and improved overall outcome.
The port site infection rate of 6.3% may be explained by spillage of bile during extraction of the gall bladder when not using retrieval bags, as this was not readily available due to its high cost.
A limitation of this study is the relatively small number of patients. However, gallstone disease in our subregion is uncommon, in contrast to the Western Hemisphere and Asia. [6, 10, 11, 19] Despite various challenges such as the low volume of patients and limited facilities such as intraoperative imaging, and other support, our outcome was comparable to those from developed economies. 
